Reference to the literature before 1950 reminds us that, in the early days of penicillin therapy for gonorrhoea, a major subject of concern was the possible masking of syphilitic infection. The usual dose employed was 100,000 to 150,000 units of penicillin, and it was very soon shown by Mahoney, Arnold, and Harris (1943) that 100,000 units would produce rapid but temporary healing of primary syphilitic lesions. Many opinions were expressed about the length of follow-up necessary to protect against the risk that masked syphilis might pass unnoticed. Canizares (1944) advised that blood tests should be continued at intervals for 1 year 'and preferably longer'. Lydon and Cowe (1945) thought that surveillance for 2 years was necessary; Allan (1946) recommended blood tests for 12 months. Magnuson and Eagle (1945) , basing their views on rabbit experiments, considered a minimum follow-up of 4 months to be essential. Cronin (1947) , in a review of published cases, concluded that there was no evidence that penicillin in doses up to 150,000 units delayed the onset of syphilis beyond 3 months. A note of caution was sounded by Leeming (1947) , who pointed out that the total number of cases of dual infection published was less than one hundred; he felt that negative evidence from so small a number of cases should not be so readily accepted, but 2 years later MacFarlane (1950) , on the strength of a further 36 cases, restated the views of Cronin. Bauer (1949) , in a follow-up of discharged American military personnel previously treated with penicillin for gonorrhoea, failed to show any significant amount of concealed syphilis. Willcox (1950) Although not the primary concern of this study, the analysis provided some sociological interest. This total of 68-5 per cent. of patients with homosexual contacts is considerably higher than the figure of Nicol (1960) and King (1962) , who recorded 32 and 14 per cent. respectively. However, Jefferiss (1962) found that 70 per cent. of early syphilis cases admitted homosexual exposure, and Mascall (1961) reported an incidence of 79 per cent. More recent figures from Jefferiss (1966) were slightly lower at 62 per cent.
(b) Relating syphilis to gonorrhoea
The main theme of the study is demonstrated in Fig. 4 The 'gonorrhoea net' has already been discussed and must immediately invalidate any conclusions based only on the total figures for the first 90 days. But it has been shown that the effect of the net on primary syphilis is not great, and the totals in Fig. 4 show that there was 50 per cent. less primary syphilis in the first 6 months than in the second 6 months after treatment of gonorrhoea. Another patient (157) might represent a similar case, for, although he admitted to numerous contacts since his treatment for gonorrhoea 6 months before, he told us that he had been checked for venereal disease 2 weeks before, in Stockholm, and had been told all was well. These two cases raise the possibility that masked syphilis may remain in a sero-negative latent state for 4 to 6 months before becoming sero-positive without clinical manifestations. But figures from above have suggested that the treatment of gonorrhoea has little effect on the type of syphilis that subsequently develops, so it seems likely that both patients should be dismissed as unreliable historians.
Of the four patients who developed syphilis within the usually accepted period of 90 days, one (119) had had subsequent contact with a known case of secondary syphilis and developed his chancre 2 weeks later. The other three (41, 198 , and 272) were diagnosed as having syphilis 67±5 days after their gonorrhoea had been treated, and it may be that this clustering represents a common incubation period of masked syphilis; but as they all admitted numerous homosexual contacts in the intervening period, they could all have been infected subsequently. If they were infected after their gonorrhoea had been cured, then we have found no cases in which masked syphilis became manifest in the first 90 days. If, on the other hand, it is argued that these three patients provide evidence of masking, why did only one patient develop a new primary infection in the first 3 months compared with four to eight patients in each of the subsequent 3-month periods? (d) Conclusions Whatever the answer, the most striking feature of this study is that, despite the fact that approximately one in five of the patients with early syphilis had been treated for gonorrhoea in the previous 12 months, still only four cases are available with which to consider the 90-day follow-up time. Thus, a situation has emerged in which the failure to find evidence assumes a greater importance than the evidence actually found. If this principle were extended to the last 20 years, it might be considered that the lack of evidence on the subject of masking suggests either that syphilis is masked for so long that realization of the masking is obscured, or that incubating syphilis is not masked but aborted by the treatment of gonorrhoea. Until it is possible to discover the actual incidence of incubating syphilis in patients with gonorrhoea the conclusions must remain negative ones. No such information is at present available, but it could be obtained if a large number of cases of gonorrhoea were treated with non-treponemicidal drugs.
SERIES III: NINETY MALE CASES OF RECTAL GONORRHOEA The first should present no difficulty, yet it was first suggested by Leeming (1947) and has not, thus far, been implemented. The second might not, in the short term, be justified in view of the possible syphilis explosion it might produce. Whether, in the long term, we can afford to omit it, we shall discover in due course. Summary At St. Mary's Hospital, Paddington, an attempt was made to re-appraise the effect of treatment for gonorrhoea on incubating syphilis. Four approaches were used:
Observation of the subsequent development of syphilis among nearly 3,000 men treated for gonorrhoea with procaine penicillin 1-2 mega units;
Retrospective study of the history of treated gonorrhoea among 281 men with early syphilis; Study of fourteen cases in which early syphilis presented within 6 months of treatment for gonorrhoea;
Observation ofthe development of syphilis in homosexual men treated for rectal gonorrhoea with a nontreponemicidal drug.
In the event, no proven conclusions could be arrived at for lack of sufficient evidence, despite the various approaches. The principal tentative conclusions were:
No evidence suggested that penicillin treatment of gonorrhoea influenced the type of early syphilis subsequently diagnosed; 50 per cent. fewer cases ofprimary syphilis occurred in the first 6 months than in the second 6 months after gonorrhoea treatment;
The small number of dual infections available for study and the lack of positive evidence favoured the belief that penicillin given for gonorrhoea is more likely to cure incubating syphilis than to mask it.
